A 31-year-old Hispanic man was referred for evaluation of a 2-year history of progressive bilateral lower extremity swelling and discoloration. Physical examination confirmed relatively symmetric and minimally pitting lymphedema extending from the toes to the infrageniculate region. Significant dermatological findings included a combination of bipedal infiltrated brownish bipedal plaques and nodules as well as violaceous plaques overlying the calves and thighs (Panel A-1). A skin biopsy displayed characteristic histologic features of Kaposi sarcoma (KS) comprised of diffuse mononuclear cell infiltration throughout all levels of the dermis and clustering around blood vessels (Panel A-2; low power (20×) magnification) as well as numerous spindled and epithelioid cells between fibrocytes and lining the endothelium (Panel A-3; high power (400×) magnification). Additionally, a human immunodeficiency virus (HIV)-1 immunoassay was positive. Consequently, a diagnosis of KS associated lower extremity secondary lymphedema was rendered. The pathogenesis of lymphedema in KS appears multifactorial including lymphovenous obstruction, regional lymphadenopathy, increased lymphatic permeability, and/or elaboration of cytokines and growth factors. 1 Within several months of commencing antiretroviral therapy (dolutegravir and emtricitabine-tenofovir), modest regression of the plaques and lymphedema ensued.
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